The excitement over national health insurance in the United States seems to rest upon the assumption that the way in which health MMFQ / Health and Society / Spring 1975 117 
care is financed somehow determines the manner in which health care is provided. While a universal health insurance plan may be essential to the development of a program of health care that ensures complete and equitable health care coverage for the entire nation, the impact of national health insurance on the patterns and structure of the health care delivery system seems extremely pro blematical. In fact, Navarro (1973:224) indicates that the impact of national health insurance may be to further solidify and reinforce already existing structural arrangements within the health care system:
. . . the ex perience o f those countries with national health insurance w ould seem to indicate th at although national health insurance m ay be a n ecessary step tow ard the provision of full health care coverage for the entire population, it is by itself not sufficient to stim ulate or determ ine the type o f organization of health services th at is required to m ake this com m itm ent possible. Actually, in m ost o f these countries experience has show n that the insurance system will ad ap t itself to the organization of medical care and not vice versa. And w hen national health insurance programs were ad o p ted , they have not inevitably led to changes in the types of m edical practice in the delivery system but instead have frequently strengthened the existing p attern s and types of delivery. In those in stan ces, the insurance m echanism may have acted more as a consolidating fo r c e than as a stim ulant fo r change in the organiza tion o f m edical care. And changes w ithin the insurance scheme in these countries have not prim arily been aim ed at stimulating changes in the delivery of care, but m ostly at adapting the system of funding to the needs o f the already existing delivery system or at sim plifying the adm inistration of the health insurance system. [E m phasis added] This paper summarizes the old and presents new evidence availa ble from Sault Ste. Marie, Ontario, with regard to the impact of un iversal health insurance on the organization and patterns of medical practice.
The Sault Ste. Marie experience, frequently cited in the literature Mott et al., 1973; Korcok, 1972; Goldberg, 1962; Hastings et al., 1970; Anderson, 1970) , is particularly noteworthy with respect to the United States because a consumer-sponsored prepaid medical group practice and a sub stantial number of solo-practice physicians have existed side by side in this community since 1963. Rarely in North America have the conflict and competition between an emergent prepaid group medical practice and the established solo practice community been so vociferous as in Sault Ste. Marie. The inauguration of the On tario Health Services Insurance Plan (OHSIP) in 1968-69 by the provincial government of Ontario produced an additional element of the Sault Ste. Marie experience of interest to health care plan ners and policy makers in the United States. Though much has been written about the early history of the group medical practice in this community no one has studied the impact of universal health insurance on the structure of the medical care delivery system. Re cent enactment in the United States of Public Law 93-222, the Health Maintenance Organization Act of 1973, and the commit ment of the Ford administration to the development of new forms of prepaid (usually group-practice) delivery structures, raises im portant questions about the potential impact of national health in surance on these new modes of service delivery. This paper will first provide a brief overview of the historical development of the present health care delivery system in Sault Ste. Marie, including a discussion of the way in which the OHSIP program has affected the health care consumer. Secondly, data will be presented from a household survey conducted in Sault Ste. Marie during the spring of 1973 which reflect upon the question of the impact of universal health insurance on the organization of medical practice, and, particularly, the implications of a program of universal health insurance for the prepaid group-practice or ganization.
Socio-Historical Background
Sault Ste. Marie is an industrial city of 83,000 population, located on the bank of the St. Mary's River, which connects Lake Superior and Lake Huron.-The principal industry in Sault Ste. Marie is the Algoma Steel Corporation, Ltd. There is an active pulp and paper industrial sector as well, but steel is by far the major economic en terprise. Because of the prominence of the steel industry, the United Steelworkers of America constitutes a major force in this community. It was the steelworkers' union that initiated the drive during the period from 1958-63 to establish the Sault Ste. Marie and District Group Health Association. The history of these de velopments is adequately reviewed by Goldberg (1962) and will not be repeated here.
It is important to note that this was the first consumersponsored, direct-service medical care plan developed in Canada as an alternative to an already existing system of private medical practice. The local medical community saw this development as a direct threat to the conventional pattern of professional practice. Likewise, the commercial (private) health insurance industry was threatened with the loss of its virtually complete domination of the health insurance market in this community. There was very little experience with group practice, much less prepayment, in Canada. Solo-practice physicians were understandably apprehensive. Ef forts were made by the local medical society and insurance in dustry, through the press and through personal contact with con sumers, to discredit and eliminate the plan for the creation of a con sumer-sponsored prepaid health care program in Sault Ste. Marie.
Despite vigorous political, legal, and professional opposition, the Group Health Centre opened in July of 1963. At the time of the Group Health Centre's opening, employees of Algoma Steel could choose, through a " dual choice" arrangement, between receiving medical (i.e., physician) care from the multi-specialty Group Health Centre or obtaining physician services through enrollment in the conventional indemnification insurance plan marketed by the Prudential Insurance Company of America. Hospital services were already government-insured and provided to all citizens through the Ontario Hospital Services Plan. Persons wishing to receive their care at the Group Health Association enrolled as " members" of the Sault Ste. Marie and District Group Health Association and paid a standard premium, a portion of which was contributed by their employer (Algoma Steel paid two-thirds of the premium for their employees who enrolled). The Group Health Centre had an opening-day enrollment of 16,000-17,000 persons and a medical staff of 13 physicians.
From the outset, the health and medical benefits (both physi cian and hospital services) and costs of medical care were essen tially comparable between the two plans as a result of an expansion of the benefit package of the commercial insurance carriers at the time the Health Centre opened. Hence, consumers were presented with a choice, the major dimensions of which primarily concerned the organization of the services delivery system.
Previous Efforts to Study the Two Types of Medical Practice in Sault Ste. Marie
During the year from 1967 to June 1968, a team of researchers sponsored by the World Health Organization (WHO) and under the direction of Dr. John E. F. Hastings conducted a two-phase com parative investigation of the utilization experience under the two plans. The first phase consisted of an examination of routinely compiled documentary evidence pertaining to service utilization and related matters, while the second phase involved a household interview survey (Hastings e tal., 1973; M ottetal., 1973) .
Evidence collected by the WHO research team, recently published in the journal Medical Care, revealed rather dramatic differences between the enrollees of the Group Health Centre and subscribers to the conventional Prudential insurance plan with re gard to the utilization of hospital and physician services. Group Health Centre enrollees displayed a rate of inpatient hospital usage 25 percent below that of non-Centre users. Furthermore, the in cidence of surgery was less for Group Health Centre patients. Group Health Centre patients received more " preventive" health care services (e.g., immunizations and checkups) from physicians, as well as more " diagnostic" laboratory and radiologic services. Group Health Centre patients were more likely to be seen by a specialist where a given medical problem would seem to warrant specialist care. Group Health Centre patients were more likely to seek all (or a majority of all) medical care services at the Group Health Centre, reflecting a pattern of utilization oriented toward a primary source of medical care.
The WHO study became the subject of considerable interest and controversy throughout Canada and the United States. Preliminary results were revealed by Dr. Hastings at the 1970 meetings of the Canadian Public Health Association. Though Hast ings himself was reluctant to draw very bold conclusions from his data, articles about the study results in major Canadian newspapers following the CPHA meetings implied that the mechanism by which physicians were paid determined the kind and quality of care provided (Ottawa Citizen, 1970; Hollobon, 1970) . These inferences drawn by the press upset physicians all over Canada, for by that time there were similar health-center develop ments in St. Catherines, Ottawa, and elsewhere.
Two years later, Dr. Hastings and Sault Ste. Marie were again in the news. In July of 1972 the final report of a year-long, com missioned policy study of community health centers in Canada was submitted, a project which Hastings directed at the request of the Minister of National Health and Welfare. This report (Community Health Centre Project, 1972) recommended, in the strongest possi ble terms, the establishment by the provinces of community health centers as non-profit corporate bodies and that these centers become the fundamental units of a fully integrated health-services system for Canada.
The "Hastings Report," as this document became known, set the stage for what has continued to be a major debate on the future of Canadian health care program development. While the evidence reviewed and observations made by the Hastings Committee were strongly in favor of the group health center idea, there was a critical shortage of empirical data by which to characterize the performance and situation of prepaid group practice organizations in Canada under universal health insurance.
Situational Factors of Importance
In October of 1969, with the inauguration of OHSIP, sometimes unofficially referred to as "Medicare," the prepayment of all hospital and physician services were combined in a single financial mechanism. The integration of all health insurance arrangements as part of the same plan had many implications for prepaid grouppractice organizations in Ontario.
Prior to the passage of the OHSIP legislation, the "duality" of the medical care system in Sault Ste. Marie was more readily ap parent to consumers of physician care services. Subscribers to the Group Health Association were expected to pay out of pocket for physician services received from non-Group physicians, except when referred by a Group Health Centre doctor. Non-enrolled pa tients could, of course, receive care at the Group Health Centre and pay out of pocket on a fee-for-service basis.
Because of these early restrictions on the use of non-Group physician services, the accusation of " closed panel practice" was frequently raised with regard to the Group Health Centre physi cians in Sault Ste. Marie.
In 1966, the Group Health Association became one of the first prepaid medical care plans in North America to introduce an "in terselection choice" provision, whereby subscribers could elect to receive physician care without referral from a non-Group physician and have the cost of this service paid by the Group Health Associa tion.
The enactment of the OHSIP legislation in 1969 made the no tion of "closed panel practice" irrelevant to the situation in Sault Ste. Marie. Provisions of the legislation explicitly forbade any restrictions on the freedom of choice of the patient.
When the OHSIP plan absorbed all insurance and prepayment arrangements, the Group Health Centre, like the single other pre paid group-practice organization in Ontario (at St. Catherines), contracted with OHSIP to care for its enrolled patients on a "capitation" basis. This was primarily an administrative arrange ment between the Group Health Centre and the provincial govern ment. The consumer was not involved in this contractual rela tionship, except perfunctorily in signing a form agreeing to allow the Group Health Centre to claim him as a regular patient. Since the right of consumers to seek medical care from any provider he/she chose was guaranteed by legislation, the matter of "m em bership," and therefore " capitation," became an essentially mean ingless distinction to the consumer.1 Thus, at the time of the WHO study and since, the system of medical care available to residents of Sault Ste. Marie was, from the patient's point of view, an " open" system composed of two distinctly different modalities of medical practice. The major dis tinctions between these two sources of physician care, from the pa tient's vantage point, were aspects of service organization. Cost and benefit differences were essentially nonexistent.
1This situation created a rather difficult and significant research problem at the time of the community survey in 1973, for it became very difficult to accurately classify respondents on the basis of their answers to interview questions seeking to distinguish " capitation" from " fee-for-service" patrons of the Group Health Cen tre.
The physicians were continually aware of their organizational differences (i.e., group versus solo practice), but sought to end many of the conflicts that characterized their earlier periods of coexistence. The local medical societies (of which there had been two in the early 1960s, one for the Group physicians, and one for the solo practitioners) merged into a single society. At the time of the study reported here, physicians of both groups seemed to see their differences as essentially the distinction between multi specialty group practice versus private solo practice. The notions of "prepaid" and "fee-for-service" reimbursement seemed less important as distinctions between the two groups. However, there remained strong feelings about the notions of "salaried" versus "fee-for-service" remuneration, particularly as the consumer might associate these things with ideas about quality, competence, and dedication to service.
It was against this situational background that the present author was asked to assist the Group Health Centre staff with the design of a major household interview survey of a sample of the en tire Sault Ste. Marie population during the winter and spring of 1973. The Health Centre staff and board of directors were not con vinced that either the data generated by the WHO study prior to the enactment of universal health insurance or the arguments of the Hastings Report adequately addressed the major questions con cerned with the future of group medical care organization in Canada.
Since its inception, the Group Health Centre had maintained a rather consistent 30-40 percent of the health care market in the Sault Ste. Marie area. In sum, non-profit group medical practice re mained an attractive mode of health care delivery for a significant proportion of the population, even when financial considerations were removed.
It was the opinion of the Group Health Centre board of direc tors that if community health centers were able to maintain this sort of attractiveness over time, even with massive changes in the health insurance picture, then the basis of this appeal must surely lie in the pattern of service organization. The recommendations of the Hastings Report suggested that the nature of this appeal needed further documentation and analysis.
A protocol for such a study was prepared and funds were ob tained to support the fieldwork for data collection from the Canada Manpower Commission.2 The Group Health Centre provided the other necessary support for the research design and data analysis phases of the project. A major report from the study has been pre pared and has been submitted to the Minister of National Health and Welfare (DeFriese, 1974) .
This study involved interviews of approximately one hour s duration with each of 1.503 randomly selected household represen tatives. These interviews took place during April and May of 1973 and were performed by a staff of 22 interviewers hired and trained by the author.
Selected data from this survey, when compared with the data collected earlier Mott et al., 1973) , are rele vant to an examination of the impact of a change in the mechanism of financing upon the structure and pattern of health care delivery.
General Considerations in the Study Design
As stated earlier, it was planned that the study would consist of a random sample of the entire population of the city of Sault Ste. Marie. Community-wide coverage was necessary in order that an estimation of the extent of usage of the two sectors of the medical care system (solo versus group practice) could be made. Since resi dents of the community, whether officially listed as capitation pa tients of the Group Health Centre or not, could use any and all medical care services and facilities in the community, it was impor tant that these patterns of usage be documented. A completely ran dom survey would facilitate this sort of inquiry. Furthermore, it was important that three types of patients be included; those who used only the Group Health Centre; those who patronized only the solo practitioners; and those who used both sources of medical care.
Sample Design
In order to insure that the above conditions were met, a means of sampling had to be devised that would ensure nearly " random" criteria of selection of sample points. Several of the conventional options were considered, including the use of residential land-use 2Support from the Canada Manpower Commission's "Local Initiatives Pro gramme" is gratefully acknowledged. planning maps, city directories, telephone directories, etc. Quite fortuitously, representatives of city government offered to produce a master address file for residential property from the computeraccessible municipal tax records. Separate lists were provided for single-family dwelling units, multi-family dwelling units (two to four families), and for individual apartments. In addition, entries in these three lists were grouped into one of five separate taxassessment ranges, thus providing a 15-cell sampling frame. Residential units were selected for inclusion from these lists, on the basis of a table of random numbers, in sufficient volume to represent the distribution of residential units by type (single-and multi-family apartments) and assessed tax valuation (a surrogate indicator of socioeconomic status). The sampling frame is depicted graphically in Fig. 1 . As can be seen from the sample design, it was expected that this frame would yield a sample of 1,500 households (1,503 interviews were actually obtained). The final sample represented approximately 5.5 percent of all residential properties in the city of Sault Ste. Marie. Approximately one third of these were expected to be from the lowest socioeconomic stratum, about 60 percent from the middle social strata and about 7 to 8 percent from the highest socioeconomic stratum. Actual data from survey respondents on annual family income indicates that the lowest stratum was slightly underrepresented, while the highest stratum was slightly overrepresented. It is particularly noteworthy that the use of these tax-based data, which included both the name and the address of the resident, made the sample design, normally a matter of considerable difficulty by other procedures, a short, concise and reasonably representative process.3
Interview Schedule Content
An interview schedule was prepared and pretested which included five major sections: (1) a section on medical care services utilization, including hospitals, physicians, dentists, and other health care practitioners; (2) a section on attitudes toward, and measures of satisfaction with care received from, physicians; (3) a 3A comparison of the age-sex distributional characteristics of the study sample and the official census of population for Sault Ste. Marie indicated practically no dif ference between the two distributions. The sampling procedure was accepted as statistically representative of the community. section dealing with the problems of availability (i.e., supply and distribution) of physician personnel and alternative sources of such care; (4) a section on the adequacy of medical care services availa ble in Sault Ste. Marie and several questions about the kinds of criticisms that respondents had either heard or read of both the Group Health Centre and the solo-practice physicians; and (5) a section whereby respondents could provide a detailed comparative evaluation of the availability and quality of services provided by each of the two sectors of the local health care system. Selected data will be reported below that reflect, at least from the consumer's perspective, those aspects of the structure and pro cess of medical care delivery in this community that might have been affected by the universal health insurance system currently operating in Ontario.
A Typology of Consumers
In order to make the analysis of study findings as meaningful as possible, respondents had to be identified according to extent of use of the Group Health Centre and/or the solo-practice physicians as sources of medical care. The difficulty experienced by con sumers in knowing whether they were actually " capitation" enrollees of the Group Health Centre was discussed above. At the time of the survey, the Group Health Centre was operating under a set of procedures that required that the capitation patient annually sign an " enrollment" or " membership" application. No fee was involved; the procedure was merely an administrative matter hav ing to do with the identification of capitation patients. It was felt that most persons would be able to associate sufficient meaning with the notion of being a " member" of the Group Health Associa tion to permit a question about membership to be used for parti tioning the respondent population into subgroups for analysis. Households could then be classified as having, or not having, Group Health Centre " members" present.
In addition to the question about Group Health Centre household " membership," a measure of the estimated " extent of usage" of the Centre was also included. This measure, which separately estimated extent of usage for each individual household member, permitted the aggregation of these " usage" scores for households and thereby allowed households to be classified as us-ing the Health Centre for "almost all care," "some but not all care," or "never."
These two types of questions permitted the subdivision of the households included in the sample into five separate groups: Because of the size of groups 2 and 4, they were combined with groups 1 and 5, respectively, which resulted in the identifica tion of three groups of respondents (or households), represented by the symbols indicated in Table 1 . These categories will be used throughout the paper for reporting the findings. It has become commonplace in attitudinal studies of consumer ac ceptance of prepaid group medical practice to find greater positive evaluations of the technical skill and economic aspects of such or ganizations than for the qualitative, interpersonal aspects of doc tor-patient relationships (Donabedian, 1969; Greenlick, 1972; Metzner et al., 1972; Roemer and Shonick, 1973; Weinerman, 1964) . Prepaid group practice is generally reported by consumers to be characterized by the impersonality and insensitivity of group physicians and clinical staff, a lack of continuity in personal doc tor-patient relations, and the inaccessibility of physicians without undue formalities and bureaucratic procedures. The remarkable finding from these studies (all of which were conducted in the United States) is that, despite these wellrecognized and frequent consumer views, there remains a strong preference for the prepaid group-practice mode of service or ganization among large groups of persons who place greater em phasis on the financial advantages of the prepaid physician care contract and the centralized availability of a wide range of medicalscientific skills and services. If these financial advantages are neutralized (or eliminated) as in Ontario, it remains to be seen whether prepaid group practice organizations will be able to main tain their comparative attractiveness to their clientele on the basis of organizational structure alone.
Data from the present study, when compared with the 1967-68 WHO study in the same community, provide an opportunity for comparing the patterns of doctor-patient relations in prepaid group-and solo-practice settings as they may have been affected by a universal health insurance system.
One way of highlighting the pattern of doctor-patient relations characteristic of a community is to explore the " continuity" of such relationships, that is, the degree to which consumers of medical care have become accustomed to a single, primary pro vider of care, one who usually serves as the first contact with the medical care system when professional attention may be required.
Studies of this aspect of medical care delivery conducted in other communities have asked respondents to indicate whether or not they utilize the services of a medical practitioner they consider to be their "regular doctor," i.e., someone they would consult for attention to matters of a rather routine nature.
The earlier WHO study (Mott et al., 1973:180) conducted in Sault Ste. Marie reported striking differences between Group Health Centre members and patients of private practitioners in the tendency to see their "usual doctor" at the onset of some acute condition.
For acute illness or injury, most G.H.A. members turned to non specialist physicians, but in 64.9 percent of these visits the patient did not see his usual doctor and in 57.9 percent the doctor was one the patient had not visited before. Persons enrolled in I.I.P. (Prudential Indemnity Plan) turned in somewhat larger proportion to general practitioners, with just 30.7 percent of these visits being to a doctor who was not the patient's usual doctor and only 16.2 per cent of the visits being to a physician not visited previously.
In the present study, respondents were asked whether their household had a "main source" of medical care services. Second ly, respondents were asked whether they, their spouse, and/or their children had a "regular doctor." Thirdly, they were asked, in an open-ended question, to indicate how these physicians may have been selected. Tables 2,3 , and 4 display these data.
Households which tend to use the Group Health Centre for most of their physician care are somewhat more likely to have a " main source" of medical care services (refer to Table 2 ). This would be expected in view of the fact that subscribers to the Group Health Centre plan during the 1960s were very much aware of the significant " choice" they made in selecting plan membership over the conventional solo-practice form of physician care. Even in 1973, there was a tendency for this group to look to the Health Cen tre as the principal place to receive medical care. When one asks about the patient's ability to identify a single physician as his/her " regular doctor," the Sault Ste. Marie data present a rather striking similarity to earlier studies of prepaid group practice patients. For the respondent, the respondent's spouse, and for their children (if any), there is a consistent tenden cy for patients who use only the services of the private solo practi tioners to be more likely than Group Health Centre patients to have a " regular doctor" whom they normally consult when routine health problems are encountered, "... something like the flu, an earache, a nagging cough, or a sore throat..." (refer to Table 3) .4
An open-ended question on the reason the " regular doctor" was selected revealed a wide range of responses. Generally, these reasons seem to cluster among only a few responses. A brief glance at these reasons gives further support to the notion that doctorpatient relations differ between solo and group medical practice (refer to Table 4 ). Regular patients of the Group Health Centre are three to five times as likely to have selected their regular physician, when they have one at all, because he/she was the physician availa ble to them when medical care was sought. Patients who use only the solo practitioners seem to use the " lay referral" system slightly more frequently in selecting the regular doctor than Group Health Centre patients. Group Health Centre patients seem to have chosen their regular doctors (when they have one) on the basis of professional advice from another physician or other medical personnel more frequently than patients of solo practitioners.
These findings are in harmony with those of the WHO study. In that study, respondents were asked to indicate why a given physician was consulted for particular reported episodes of both acute and chronic conditions. Although the specific focus of the 4This is particularly true for the respondent's " spouse." The majority of " respon dents' ' were female (74.7 percent).
WHO inquiry was slightly different from a concern with the iden tification of a "regular physician," a comparison is of interest. Ac cording to Mott et al. (1973:180): (participants in the Prudential Plan) cited a considerable range of reasons for selection of the doctor, with only about one fourth to one third of these representing the recommendation of another physician. On the other hand, for a large proportion of visits, G.H.A. members cited the Group Health Centre as the source of their guidance, a natural reflection of the type of health care or ganization and program they had joined.
The data on the selection of a "regular doctor" for children in the household indicate that when Group Health Centre patients iden tify a regular physician for their children, they tend to prefer that this person be a specialist in the care of children.
These few observations from the 1973 survey, when compared with the data from the 1967-68 WHO study in the same com munity, would seem to offer further support to the contention that the prepaid group practice tends to provide a less personalized, though (as we shall see) more organizationally systematized, form of physician care. These data also suggest a tendency for grouppractice patients to use medical (as opposed to lay) sources of ad vice in the selection of their physician when such a choice is de liberately made. It is significant that these patterns persist despite major change in the financial subcomponent of the health care system.
Patterns of Health Services Utilization
A second way in which the impact of universal health insurance on the service delivery system might be observed is with regard to changes in the patterns of use associated with physician and hospital services. Here again it is fortunate that the earlier WHO study collected similar data prior to the beginning of the OHSIP program.
There is no a priori reason to expect that the three groups of households would experience different levels of illness, i.e., that one group would be more sickness-prone than the other. The WHO research team was unable to establish a significantly higher pre- valence of " symptom/condition complexes" among either the group-or solo-practice patient sub-samples, even though the former did show a " tendency" to report a slightly more frequent incidence of symptoms (Mott, 1973:181-182) .
In the present study, questions were included regarding the number of visits made to selected types of medical practitioners (including some non-physicians) over the previous 12-month periods and the number of adult and/or children who required physician care. These data are displayed in Table 5 .
A careful analysis of the data in Table 5 reveals few real dif ferences in the use of these types of health care practitioners. It is apparent, however, that Group Health Centre (GHC) patrons re port higher rates of use than the other two categories of households for nine of the 15 types of practitioners. In all but three cases, Group Health Centre patients report higher utilization levels than do patients of solo practitioners.
The only other finding of a real importance to be extracted from these data on physician usage is the observation that patients who receive their care totally from the private solo practitioners are four to five times as likely not to have received any physician care as persons who receive at least some of their care at the Group Health Centre. This observation is also consistent with the finding from the WHO study, using record data, that Group Health Centre patients were more likely to have seen a physician at least once during the previous year (Hastings et al., 1973:98) . In the WHO study and in the present case, even though these differences were statistically significant, the number of households without any physician care was so small as to render the finding of little conse quence.
Several questions from the survey instrument dealing with hospitalization experiences lend themselves to comparison with similar data from the 1968 WHO study. It was assumed that the problem of recall would not be so great with hospitalization as with physician usage. Table 6 displays the data on rates of hospitaliza tion and length of stay among the three categories of households in the study population.
The most striking finding from these tables is the existence of a difference of 1.04 days per stay between the " GHC" and " Solo" households and a difference of 1.29 days per stay between the " GHC" and " Solo" households. In view of the costs of care per sThe problems inherent in data which depend upon a 12-month recall period are well recognized. However, these data were obtained from a sample 70 percent of whom were women members of households and more likely to have had to " manage" any illness that may have occurred. Despite the temporal inaccuracy problems associated with them, these data do provide one way of measuring perceived patterns of service usage. a"Users" of the Group Health Centre are here defined as Members of both GHC and GHC/Solo households. Obviously, many of the GHC Solo patients were likely to have been hospitalized by Solo physicians. Thus, differences in rates of hospital use reflected in this table are probably conservative estimates of the real dif ferences between GHCand Solo utilizationexperiences. b1973 data are for "admissions' not for discharges.
day in a hospital, this difference is of course significant. Table 7 summarizes the data from the present study as they re late to the findings of both the clinical records and household in terview surveys conducted by the WHO project.
The WHO study did not analyze differences in length of hospital stay. However, that study did include data on the number of days of hospitalization and number of admissions per 1,000 population for group-and solo-practice patients. The data in Table  7 indicate that although general rates of hospital usage seemed to have increased since the inception of the OHSIP insurance plan, there continue to be marked differences between the patients of solo-and group-practice physicians, with the latter having the lower rates. Evidently the physician who attends the patient while hospitalized and the way in which this physician's practice is or ganized make a difference not only in terms of admissions, but in terms of the number of days spent in expensive hospital care.
Patterns in the Quality of Care
Although it is as yet impossible to begin to make adequate assess ments of the quality of care provided by physicians through the use of sample survey techniques, an attempt was made in the present study to obtain an approximate indicator of the quality of care pro vided by physicians. Under the assumption that the "recency" and "thoroughness" of the most recent physical examination might provide a crude index of the degree to which certain kinds of pre ventive and diagnostic care were being provided by physicians (or requested by consumers), questions regarding both aspects of rout ing checkups were included in the survey. Table 8 presents the findings regarding the recency of a physical exam for the respondents (mostly women), their spouses, and their children. Though there are few differences among these groups, a noticeable tendency does exist for respondents who are Group Health Centre patients to be less likely to have "never" had a physical exam than patients of solo practitioners. But, in general, there do not appear to be major distinctions among groups of health care consumers in terms of access to preventive health care, when measured by the recency of a physical exam.
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Respondents were asked to reflect upon their own most recent physical examination in terms of the procedures performed by the physician during that examination. The procedures included in this question included six commonly performed diagnostic tests. Respondents were asked to indicate whether each was performed by the physician (or one of his/her staff). The results, displayed in Table 9 , indicate a slight, but consistent, tendency for all six of these procedures to be more frequently performed when GHC pa tients were involved. It must be remembered that the majority of respondents were women, many of whom were probably answer ing on the basis of their last periodic gynecological examination. Given this factor, it is not surprising that several of the procedures were performed in less than half of these examinations.
A further analysis of these data was conducted wherein these six procedures were assumed to represent a "com plete" physical examination. Calculations were made for each respondent of the degree to which the most recent exam approached this theoretical standard of "com pleteness." A complete exam then became equal to a score of " 1" (i.e., six of a possible six procedures performed). The following mean scores on this "com pleteness" dimension were obtained: GHC Users (GHC + GHC/Solo) = .3721; NonUsers (Solo) = .3235. While these means are significantly different from one another [t = 2.49 (2 tailed), p = .013], neither of the two means is extraordinarily high. This again is probably partially re lated to the heavy concentration of women in the respondent population. In summary, group-practice patients are slightly more likely to have had what they define as a physical examination by a physician. Although neither group reports the physical exam as be ing particularly " complete," group practice patients report a higher proportion of procedures performed during such examina tions. These findings are comparable to those of the WHO study, where a higher volume of diagnostic and radiologic services were reported for group-practice patients than for patients of solo practi tioners.
P attern s o f C onsum er S atisfaction
The measurement and interpretation of attitudes of consumers toward the care they receive present major problems of a methodological nature in most studies of this kind. The present study makes no special claim to success in the measurement of this variable. However, two separate indices of consumer satisfaction, one taken from the health-services literature, the other developed for this research, were included in the survey instrument and re sults of their use are summarized here. The index used to measure consumer satisfaction involved the use of a scale measuring " generalized attitudes toward physicians" developed by Hulka et al. (1970) . This instrument consists of 42 attitudinal items arranged in an agree-disagree format. These items cover judgments by consumers of general levels of professional competence, personal qualities, and cost and/or convenience con siderations associated with medical practice. It was hypothesized that consumers who experienced generally higher levels of satisfaction would agree with the items which presented a more positive image of the physician in society.
Results of the use of Hulka's instrument are displayed in Table  10 . The Hulka instrument did reveal statistically significant dif ferences between the GHC and Solo respondent groups in patterns of consumer satisfaction, but these differences were not great.
A second approach to the measurement of consumer satisfac tion involved asking the respondent, no matter what source of physician care the household predominantly used, to rate separate ly the Group Health Centre and the solo-practice physicians on 20 different scales patterned after the " semantic differential" tech nique (Osgood, 1957) . These scales ranged in value from one to five (with five the highest and most positive value in each) and dealt with a variety of aspects of the process of seeking and obtaining medical care. The format for these items is illustrated by the following example:
In order to see the doctor, one has to wait: a long time/ / / / / /a short time made from these data. In the first place, it appears that physicians in general, whether GHC or Solo, are perceived to be rather inac cessible through informal relations, especially by telephone. Secondly, certain "patterns" of consumer attitudes seem to be as sociated with each source of physician care. Solo practitioners seem to receive consistently higher evaluations on the socioemotional indicators, e.g., the concern of the doctor's staff with re gard to waiting time in the doctor's office, the ease of reaching the doctor by telephone and the pleasantness of talking with him once he has answered, plus generally lower levels of impersonality as sociated with the receipt of care.
On the other hand, Group Health Centre physicians are evaluated higher for the convenience and accessibility of the services offered and for the competence and courtesy of the staff who provide these services. With regard to the "accessibility" of these types of services, there are good reasons for these perceived differences between the accessibility of these services from the Group Health Centre and the availability of these same services from the office facilities of the solo practitioners. At the time of the study, most of the 43 solo practitioners in Sault Ste. Marie were located in the same clinical office building. There were minimal laboratory or X-ray facilities or staff located in this building. These services were obtained through arrangements made by either the physician or the patient at one of the two community hospitals located adjacent to the doctors' building. Hence, laboratory and Xray services were in fact less accessible and convenient for patients of solo practitioners.
Summary
This paper has attempted to employ selected evidence from a household interview survey in Sault Ste. Marie, Ontario, con ducted in 1973, and reference to previously published data from a similar study conducted under the sponsorship of the World Health Organization in 1967-68, in an effort to determine what changes may have occurred in the pattern of services utilization and con sumer satisfaction in this community since the enactment of On tario's universal health insurance plan. Although actual clinical re cords were not available for analysis at the time of the present study, the survey discovered essentially the saifae patterns of health care organization and utilization after universal health in surance as before its enactment.
The movement that resulted in the establishment of the Group Health Centre was oriented toward the creation of an alternative form of health care delivery. While this social and political move ment no longer occupies the position of prominence in the news and political affairs of the community that it once did, the essential differences between solo and group practice appear to have persisted, even if somewhat diminished.
The observation by Navarro (1973) that a national health in surance mechanism tends to function as a " consolidating force," adapting itself to the existing pattern of medical care delivery, rather than as a " stimulant for change," appears to be supported by the data from the Sault Ste. Marie experience. The insurance mechanism in Ontario seems to have adapted itself to the existing prepaid (capitation) and fee-for-service systems. By instituting the universal health insurance system in Ontario, complete coverage of the population has been assured. But the organization of services and the patterns of consumer utilization characteristic of these systems of medical practice have not experienced major change. Thus, one must conclude that it may not be possible to alter fun damental aspects of a health care delivery system through change in the financial mechanism alone. A national health insurance mechanism may, in this sense, be a new way " to pay the fiddler" without' changing the tune." The author would like to express his appreciation to Mr. F. H. Griffith, ad ministrator of the Sault Ste. Marie and District Group Health Association, and to Mr. Glenn Wilson, associate dean of the University of North Carolina School of Medicine, for their helpful comments and criticisms of the report on which this paper is based. Special thanks are due to Mr. John Harwood, assistant ad ministrator of the Group Health Centre, who supervised the field work operation in Sault Ste. Marie and to Mr. Robert Dale, of the Health Services Research Center of the University of North Carolina at Chapel Hill, for his help with the data processing and analysis. An earlier version of this paper was presented at the Annual Meeting of the American Sociological Association in Montreal. Quebec, in August, 1974. 
